'Until recently the health professions have largely followed a medical model, which seeks to treat patients by focusing on medicines and surgery, and gives less importance to beliefs and to faith -in healing, in the physician and in the doctor-patient relationship. This reductionism or mechanistic view of patients as being only a material body is no longer satisfactory. Patients and physicians have begun to realise the value of elements such as faith, hope and compassion in the healing process. The value of such 'spiritual' elements in health and quality of life has led to research in this field in an attempt to move towards a more holistic view of health that includes a non-material dimension (emphasising the seamless connections between mind and body).' These ideas are supported by a clear and persuasive trend in the nursing literature (Narayanasamy, 1993; Ross, 1994 Ross, , 1996 McSherry & Draper, 1997; Nolan & Crawford, 1997; McSherry, 1998; Greasley et al, 2001) . The strong suggestion emerges that spiritual care and psychiatric treatment must, of necessity, go together.
Definition of spirituality
What is spirituality? How does it relate to religion? What is the distinction between healing and cure, and how may this be relevant to multi-disciplinary psychiatric practice? How has spirituality been researched? What are some of the findings? How may a person's spiritual needs be assessed? What knowledge, skills and attitudes pertaining to spirituality can be taught? Could they benefit clinicians as well as patients? These are among the questions addressed in this paper.
Encountered in various ways in all human beings, spirituality is a common human phenomenon. The WHO (1998) proposes 18 facets for the WHOQOL SRPB module, under four headings: transcendence, personal relationships, code to live by and specific religious beliefs (Box 2).
These 18 facets helpfully outline the territory. An often-quoted definition, more practical for everyday use, comes from Murray & Zentner (1989: p. 259 ):
'In every human being there seems to be a spiritual dimension, a quality that goes beyond religious affiliation, that strives for inspiration, reverence, awe, meaning and purpose, even in those who do not believe in God. The spiritual dimension tries to be in harmony with the universe, strives for answers about the infinite, and comes essentially into focus in times of emotional stress, physical (and mental) illness, loss, bereavement and death.' Ellison (1983) suggests that spirituality 'enables and motivates us to search for meaning and purpose in life. It is the spirit which synthesizes the total personality and provides some sense of energizing direction and order. The spiritual dimension does not exist in isolation from the psyche and the soma, but provides an integrative force. It affects and is affected by our physical state, feelings, thoughts and relationships. '
Dimensions of human experience
The spiritual dimension of human experience can be described as one of five interrelated dimensions. In Box 3 these are displayed as a hierarchy, suggesting (in bold) how the disciplines of general medicine, psychiatry and religion each relate principally, in an overlapping fashion, to the five dimensions.
In many cosmologies, the spiritual dimension is the most complex, subsuming and inhabiting the other four in a seamless and integrative fashion. It is the source of the remainder -of time, space and everything else -thus rendering the system circular and dynamic, a poetic and mandalic vision of wholeness. Paradoxically, by virtue of its unity and indivisibility, it is also the simplest dimension.
Spirituality with reference to a shifting paradigm
In support of the WHO report, Capra (1983) , Ravindra (2000) and many other commentators (e.g. Lorimer, 1998) have suggested that Western culture is undergoing a significant paradigm shift -from a materialist view, based on the assumptions of dualism, rationalism, positivism and empiricism, towards a naturalistic understanding that acknowledges the significance of such things as personal stories, emotions and experiences that cannot be explained purely in terms of science.
People are moving away from self-centred individualism towards a recognition of the fundamental wholeness and interconnectedness of human beings, indeed the whole of time and creation (Findlay, 2000; Powell, 2001 ).
According to Capra (1998) , reductionist and mechanistic explanations are giving way to more holistic and ecological ways of interpreting the world. Chaos and complexity theories are already being considered within health care (Plesk & Greenhalgh, 2001) . Consciousness studies (Lorimer, 1998 (Lorimer, , 2001 , including investigation of the healing effects of prayer (Dossey, 1993) as well as so-called 'peak' experiences (including past life, out-of-body and near-death experiences), also have relevance to psychiatry without yet being integrated within the discipline. These new ways of understanding human experience point positively towards the new paradigm and promote the concept of a non-material or spiritual dimension to life.
Clinical, training and research issues
For some patients within mental health settings, religion and spirituality are already emerging as relevant factors in research and clinical care (Koenig et al, 2001) . For example, a fairly typical survey by Lindgren & Coursey (1995) of 28 'seriously ill' psychiatric patients from a rehabilitation centre, with diagnoses including schizophrenia, bipolar disorder, unipolar depression, schizoaffective disorder and personality disorder, found that 60% reported that religion/spirituality had 'a great deal' of helpful impact on their illness through the feelings it fostered of being cared for and of not being alone. In addition, 76% thought daily about God or spiritual matters.
Spirituality does not fit easily with our understanding of science and what constitutes the scientific truth and there has been a tendency for psychiatry to exclude the significance of spirituality, other than as a form of pathology or pathological response. In Lindgren & Coursey's (1995) study, 38% of patients expressed discomfort with mentioning their spiritual or religious concerns to their therapist, a finding backed up by the Mental Health Foundation (Faulkner, 1997) . Swinton (2000) writes:
'While spirituality remains a peripheral issue for many mental health professionals it is in fact of central importance to many people who are struggling with the pain and confusion of mental health problems [p. 7] … It is possible simply to dismiss the idea of the spiritual as unscientific and therefore unworthy of serious consideration with regard to the therapeutic process. However, one would be wise to consider the evidence for the benefits of including the spiritual dimension within caring strategies [p. 39] Neelman & King's (1993) survey of 200 London psychiatrists found that 90% viewed religious beliefs as relevant to patient mental health, 'to be considered during assessment and therapy'. Glas (2001) , a consultant psychiatrist and professor of philosophy, also follows others from within nursing, such as Ross (1996) and McSherry & Draper (1997) , by firmly recommending the education of mental health professionals on spiritual issues in terms of attitudes, knowledge and skills. Greasley et al (2001) quote a Health Education Authority publication (1999) that emphasises the importance of spiritual beliefs as a source of comfort and support in times of crisis. Sloan et al (1999) report widespread support for the positive influence of religious and spiritual beliefs on health and wellbeing. Also, official advice appears in an appendix to Good Psychiatric Practice (Royal College of Psychiatrists, 2000: p. 41), as follows:
'Good practice in general adult psychiatry will include: taking a direct care role which involves assessment of mental health problems … and being cognisant of the spiritual and cultural needs of patients and their carers ...understanding and referring appropriately in respect of social, spiritual or cultural interventions' (my emphasis).
The distinction between healing and cure
The influence of the medical model, with its assumptions of cause and effect, specific aetiology, diagnosis and appropriate treatment, leads to an understanding of mental health as simply the absence of mental illness. According to Trent (1999) the assumption is that if people are not ill, they must by default be healthy. The new paradigm argues differently. Swinton (2001: p. 57 ) says that 'strategies and understandings that seek to cure mental health problems are obviously valid and should be encouraged. However, the reality for a significant number of people is that certain forms of mental illness are interminable'. Borrowing from medical anthropology, he notes that cure has to do with the eradication of disease. It is the anticipated outcome of attempts to take control of disordered biological and/or psychological processes.
Healing, derived from Saxon and high German words for 'whole', is more than ridding a person of particular symptoms or difficulties. It relates to that aspect of care that attends to the deep inner structures of meaning, value and purpose that form the infrastructure to all human experience. Swinton (2001: p. 57) calls healing 'a deeply spiritual task that stretches beyond the boundaries of disease and cure'. Tudor (1996) helpfully suggests understanding mental health in terms of two continua: a mental disorder/cure continuum and a mental health/ healing continuum (Fig. 1) .
The former focuses on pathology and severity of illness in the conventional way, informed by the medical model. The latter focuses on issues such as degree of contentment, joy, inner peace and emotional equanimity as well as maturity, relationships, social functioning, degree of disability, sense of meaning and purpose (hence motivation) and so forth.
Mental health can, therefore, be defined in terms of the whole person and understood in terms of growth and personhood. In writing about this, Swinton (2001) echoes Fowler (1981) who, drawing on the works of Jean Piaget, Erik Erikson and Lawrence Kohlberg as well as his own extensive research, mapped out human psychological development as 'a quest for meaning' through six 'stages of faith'. Mental health care can thus be viewed in terms of persons being provided with encouragement, adequate resources and a conducive environment to enable them to grow as unique individuals (Box 4).
This approach resonates well with attitudes already prevailing and promoted within rehabilitation psychiatry. Shepherd (1991) 
Religion or spirituality?
This is an important question, because both health care practitioners and early researchers have tended to equate the two. According to Narayanasamy (1993) this results in 'nurses identifying spiritual care as the exclusive realm of chaplains or religious agents'; furthermore, 'many carers steer clear of spiritual material for fear they are unqualified, illequipped, or because they simply feel it is not part of their job description'. In a study quoted by Nolan & Crawford (1997) , of 176 nurses, only 11% felt able to provide spiritual care for their patients. These authors, referring to the different dimensions of human experience, remark that all religions embrace spirituality, but religion is only one of a variety of ways of understanding or accessing it.
The WHO report (1998) referring to the facets proposed for the WHOQOL SRPB module (Box 2), suggests that the areas covered are common to people coming from many different cultures and holding different beliefs. It acknowledges that some people follow a particular religion, that others do not follow a particular religion but believe in a higher spiritual entity, and still others do not follow a religion or believe in a higher spiritual entity but do have strong personal beliefs that guide them in their day-to-day activities (such as scientific theory or a particular philosophical view). Each will look at the WHOQOL SRPB ideas and statements with their particular belief system in mind, and allowance has been made for this.
In a focus group study, Greasley et al (2001) asked the question, 'Is there a difference between spiritual care needs and religious care needs?' They reported the majority of study participants as seeing and emphasising the two as distinct, arguing that a person does not have to adhere to a particular set of
Range of mental disorder
Minimal mental health (illness)
Optimal mental health ('wellness', maturity)
Range of mental health
Healing and growth, renewal 
Box 4 Elements of spiritual care
An environment for purposeful activity such as creative art, structured work, enjoying nature Feeling safe and secure; being treated with respect and dignity and allowed to develop a feeling of belonging, of being valued and trusted Having time to express feelings to staff members with a sympathetic, listening ear Opportunities and encouragement to make sense of and derive meaning from experiences, including illness Receiving permission and encouragement to develop a relationship with God or the Absolute (however the person conceives of what is sacred), thus a time, place and privacy in which to pray and worship, education in spiritual (and sometimes religious) matters, encouragement in deepening faith, feeling universally connected and perhaps also forgiven religious beliefs or practices to have spiritual beliefs and needs of a more individual and personal nature. There was concern that, where spirituality is perceived to be synonymous with religious beliefs and practices, a patient's spiritual needs might not be addressed when he or she does not express any religious affiliation.
Research into spirituality

Conventional (empirical) research
Systematic reviews of the research literature have consistently reported that aspects of religious and spiritual involvement are associated with desirable health outcomes (Swinton, 2001, p. 68) . Spirituality has been positively correlated with symptom reduction in depression, anxiety, addictions, suicide prevention, anorexia and schizophrenia.
Acknowledging that the human spirit may not be measurable as an independent variable, King (see Glas, 2001 ) suggests, however, that even without knowledge of its content, the strength of a person's religious or spiritual belief can be measured. Perhaps more important, the impact or salience of a spiritual belief to life and its effect on behaviour is measurable using, for example, the Royal Free Interview for Religious and Spiritual Beliefs (King et al, 1995) .
In spite of acknowledged problems, the authors of the authoritative Handbook of Religion and Health (Koenig et al, 2001 ) have conducted a critical, systematic and comprehensive analysis of empirical research, examining the relationships between religion and a variety of mental and physical health conditions, covering more than 1200 studies and 400 research reviews. Careful to try to distinguish religion from spirituality, the authors have written general chapters on the positive and negative effects of these, as well as on the patient's subjective experience. There follow specific chapters on mental well-being, depression, suicide, anxiety disorders, schizophrenia and other psychoses, alcohol and drug use, delinquency, marital instability and personality, as well as on research methods, measurement tools and areas of research needing further study. Koenig et al (2001) comment that, from a scientific perspective, the question of religion's effects on health is an important one that has yet to be fully answered. This is partly due, they say, to the main preponderance of studies being on subjects from the USA, Europe or Israel, and from traditional Christian or Jewish backgrounds, adding that research with Muslims, Hindus and Buddhists is relatively rare, difficult to access and hard to interpret. The authors conclude firmly, nevertheless:
'Research has shown that medical patients have religious and spiritual needs that are intimately related to their physical health conditions, and that religious and spiritual beliefs and practices can often be important for emotional healing' (Koenig et al, 2001: p. 591 ).
Appropriately supportive of the empirical approach, they add that the fields of psychoneuroimmunology and psychosomatic medicine have shed light on the physiological mechanisms by which psychological, social and behavioural factors can affect health and well-being.
New paradigm research
According to Dixon-Woods & Fitzpatrick (2001) , referring to recently published guidance from the NHS Centre for Reviews and Dissemination, increased recognition has now officially been given to diverse types of evidence that can, perhaps should, contribute to systematic reviews. Qualitative research has established a place for itself. This is helpful and may be further evidence for the paradigm development in both science and health care. We are moving beyond positivism, which limits knowledge to observable facts, and empiricism, which regards nothing as true, save what is given by sense experience or by inductive reasoning from sense experience (Honer & Hunt, 1987) , towards a 'participant-observer' type of approach (Lorimer, 1998) and constructivismwhereby observation is assumed to be value-laden, thus an interpretative process (Table 1) .
In a study of spirituality and depression Swinton (2001: p. 99 ) has used the methodology of hermeneutic phenomenology, which asserts that the (phenomenological) facts of lived experience are always already meaningfully (hermeneutically) experienced.
Data were collected using unstructured, in-depth interviews on six subjects, who had each experienced depression for at least 2 years. Each interview was initiated with the question, 'What is it that gives meaning to your life?' Interview texts were entered into a software program designed to facilitate analysis. The 10-stage research process involved production of a rich description of the depression experience, with both independent and participant validation, and it was completed by the research product being fed back to the participants, their thoughts and comments being taken into consideration in the final account.
Swinton lists eight central themes of spiritual significance emerging from the data (Box 5). He describes the ways in which participants use their spirituality to restore meaning, purpose and hope to their lives under two headings: the healing power of understanding; and liturgy and worship. All participants were volunteers, committed to the Christian faith tradition and interested in spirituality. This is an acknowledged limitation of the study.
Caveats accepted, this innovative methodology successfully reveals and emphasises the relevance of spirituality in mental health care. The methodologies of the questionnaire studies of Narayanasamy (1993) , Ross (1994) and McSherry (1998) , the questionnaire-plus-interview study of Nathan (1997) , the focus group study of Greasley et al (2001) and the narrative-based approach identified by Roberts (2000) point in a similar direction.
Spiritual needs and spiritual care
According to Greasley et al's (2001) study, 'the domain of spirituality is a vital concern for the majority of service users'. Nevertheless, 'participants felt that spiritual needs are not a priority for medical staff relative to more tangible issues of care'. It was therefore suggested that training programmes addressing spiritual awareness be introduced and that these should be multi-disciplinary.
In differentiating spiritual needs from the domain of religious practices, it is necessary to identify their general nature. This makes it easier to assess them in individuals.
Preliminary work by Nathan (1997) involving patient interviews and questionnaires completed by nurses indicates that, for psychiatric patients, 'spiritual' needs are met by care that includes the five elements already illustrated in Box 4. Her study also identified a number of benefits of good spiritual care (Box 6). Johnson & Culliford (2001) have produced a short guide called Healing from Within, acknowledging people's extrinsic supports (from religious organisations, for example) while suggesting that they also have intrinsic spiritual resources to draw on at critical times.
This guide, for assessing religious and spiritual aspects of people's lives, avoids specific religious terminology and is for use throughout the mental health services within one NHS trust. Murray & Zentner 's (1989) (Blise, 1995) .
Professional attitudes, training and the benefit of 'spiritual skills'
Many of the components of spiritual care listed in Box 4 are already aspects of good psychiatric practice. Similarly, many of the benefits listed in Box 6 represent hoped-for outcomes of competent clinical care. This seems to indicate that no major 
Box 7 Spiritual values and spiritual skills
Spiritual values
Giving and receiving
Professional and personal development in terms of spiritual attitudes, values and skills (Box 7) can be nurtured, for example by encouraging a language of spirituality in mental health care (Nolan & Crawford, 1997) or through architecture, providing quiet spaces that are conducive to contemplative activity. Spiritual skills can be taught directly (Ross, 1996; Eagger, 2001) , as occurs beneficially already in education (Erricker & Erricker, 2001) . Not least, they can be self-taught, both under guidance and from books (Box 8).
It is a principle of spiritual care that offering it benefits both parties, giver and receiver. In the medical profession, there is a high incidence of marital breakdown, drug dependency, alcoholism, depression and suicide. The data indicate that psychiatrists are especially vulnerable. Improved psychospiritual self-care by mental health professionals may help. Nolan & Crawford (1997: p. 289 ) point out that those who seek to add a spiritual dimension to the care they provide must also be prepared to wrestle with their own spiritual needs. More optimistically, they add that time invested in learning about giving spiritual care can have a number of beneficial consequences for the individual, including spiritual growth, new insights, new interpretations of personal situations, a new vigour in professional practice and protection from burn-out.
Trust
The skills listed in Box 7 complement and support each other. They are useful, for example, by being among those that help professionals present themselves as honest and trustworthy and so rapidly establish lasting bonds with patients. Swinton (2001) suggests that, in the face of psychiatric illness, the quest for cure must continue, but the process of enabling healing is also a vital and immediate aspect of the daily task of caring. This bonding, and the trust that it fosters (faith in the doctor), is therefore important.
He adds that the aims and objectives of healers are to enable a person to find enough meaning in their present struggles to sustain them, even in the midst of the most unimaginable storms. He suggests that the spiritual carer has not simply to find the locus of pathology but also to discover the locus of meaning within a person's life, and in so doing, begin to explore ways in which the person's spirit can be revitalised. He draws a distinction between automatic, reflexive responses and personally intentional, meaningful actions, which are preferable. In promoting the latter, he says, it is for clinicians 'to discern between the forms of spirituality that may be negatively affected by the person's mental health problems, and the more helpful and constructive responses of individuals to the longings of their spirits '(p. 18) . In this way, the movement from reflexive existence to meaningful living can be initiated and followed through.
All this implies that mental health professionals have a duty themselves to achieve resilience, emotional stability and spiritually mature ways of living and coping. This will of necessity be a cooperative endeavour. Spirituality can be discussed with colleagues as well as with patients in non-religious, non-denominational terms; it is something to be shared rather than something potentially divisive. This discussion has already begun and is bearing fruit.
Conclusion
Spiritual authenticity involves maintaining a feeling of inspiration, thus continuing to derive a strong sense of meaning and purpose in daily life. It is an important contributor to contentment and happiness in the workplace, in recreation and in enlivening human relationships.
Spirituality is the cornerstone of the hierarchy of dimensions of human experience, as shown in Box 3. Body and mind are both influenced and united by its action, which informs and enriches the biological, psychological and inter-personal realms. The evidence supports the view, inherent in this model, that paying due attention to human spirituality will yield significant rewards in terms of healing and health at all levels.
Human beliefs are beyond scientific measurement. Their precise effects, including their benefits, are therefore unpredictable. Spiritual gains can result in partial or full transformation of the individual, serving to promote hope and the regeneration of faith in patients and carers alike. As Powell (2001) puts it, 'When we enquire into the beliefs our patients hold, such matters deserve to be discussed with a genuinely open mind … our patients may sometimes be closer to the truth than we know. ' One way forward, taking the lead from the WHO and using Trent's (1999) two-continua model (Fig. 1) , is to undertake research using both empirical and new paradigm methods along both the mental disorder axis and mental health axis. When we as psychiatrists, both individually and collectively, are much clearer about what genuinely constitutes mental health, we will be able to reach towards it more securely and with increasing skill, on behalf of our patients.
There is much to be gained (and little to be lost) in discussing this further. It might, therefore, be to the singular advantage of mental health professionals everywhere to develop -and make frequent, regular use of -a non-denominational language or 'rhetoric' of spirituality (Nolan & Crawford, 1997 ) so as to foster energetically what Swinton (2001) calls 'the forgotten dimension'.
MCQ answers
e F e T e T e F d requires the use of complementary therapies e involves assessment of a person's level of mental health as well as of symptoms of his/ her disorder.
4. Mental health: a depends on good physical health b can be assumed in the absence of symptoms c involves a sense of personal integrity and contentment d implies continuing progress through life towards emotional resilience and personal maturity e implies contentment and equanimity.
5. Patients' mental well-being is enhanced: a when they are treated with dignity and respect b if professional carers pay due attention to their own spiritual needs
Commentary
David Brazier Culliford (2002, this issue ) has given us a valuable tour of what is involved in an appraisal of a patient's spirituality and its relevance to the assessment of mental state and prognosis. My task here is to provide some commentary from the perspective of a Buddhist. What immediately confronts me, therefore, is whether the teachings and practices of Buddhism do, in fact, find a place upon the map here set out. This is not a straightforward question, and this alone illustrates the fact that this is a subject within which one has to be willing to encompass, or at least allow for, differences of basic paradigm. However, what strikes me particularly is the fact that the Buddhist paradigm actually may be less at odds with the medical model than many might imagine.
David Brazier is author of a number of books on Buddhism and on psychotherapy. He lives in a Buddhist community in Leicestershire and is a founder member of the Amida Trust. He can be contacted at amidatrust@btopenworld.com or via http:/ /www.amidatrust.com.
c when patients are able to spend time with staff who seem sympathetic and unhurried d when they have the opportunity, environment and resources for quiet reflection and for purposeful activities e when they are regularly persuaded to attend religious services.
Culliford writes that 'spirituality does not fit easily with our understanding of science'. However, science, whether in its general or specifically medical form, does not strike one as being uncomfortably related to Buddhism. In fact, the Buddha is often referred to as a kind of doctor and there is some evidence that his immediate followers did, in many cases, practice medicine and probably did so with methods and approaches that, for their time, would not be considered unscientific. Of course, 'spiritual care and psychiatric treatment go together'. What is required is for psychiatric staff to realise that they are already engaged in spiritual work whether they recognise it or not, although having said this, certain caveats need to be made about the use of the term spiritual.
Although there certainly are other-worldly Buddhists, it is difficult to escape the conclusion that the founder of this system was a man who respected empirical evidence and was primarily intent on relieving human suffering here in this world. It is the fact that Buddhism offers little overt clash with science that has given it an appeal to Western investigators. It has also made Buddhism a fertile source of techniques, some of which are now in use in Western hospitals, for reducing anxiety, preparing patients for traumatic procedures, improving healing and so on. These techniques draw on the Buddhist mind-training traditions and are researchable (e.g. Kasamatsu & Hirai, 1966; Schwartz, 1975) .
Buddhists may hold a variety of metaphysical beliefs, but belief does not really provide the core of their religious perspective and experience. This has a great deal more to do with practices, and these practices, diverse as they may be, are concerned with advancing an individual along a spectrum from ignorance to enlightenment. Now, ignorance, as used here, is not a universe apart from the Western concept of mental dysfunction, and enlightenment could be, and has been, described as radiant mental health (Trungpa, 1992) . In fact, if psychiatric practitioners coming to Buddhism make some allowances for differences of terminology, they may find themselves in more familiar territory than they expected.
The focus that Culliford places on skills (Box 7) is therefore to be welcomed from a Buddhist perspective. The fact that his list of 11 authors offering help in this respect (Box 8) contains at least seven who have been substantially influenced by Buddhism, shows how Buddhist-based methods have already established themselves in the psychological world.
Having said this much, it none the less remains an open question whether Buddhism can really be considered a spirituality, given that the Buddha rejected the notion of the soul or spirit. Buddhists are generally willing to accept this appellation for practical reasons, just as they accept being classified as a religion for bureaucratic purposes, but the term Buddhism is a Western coinage and all three terms do a certain violence to the Buddhist concept of a path of enlightenment. This is not irrelevant. Many Western scholars who would not identify themselves with religion or spirituality would, none the less, be happy to consider themselves part of a path of enlightenment, and historians have even been known to use religion and enlightenment as contrary terms. The psychiatric task is to bring the patient closer to enlightenment, even if this is at the level of realising that he is not actually a Martian, that the television is not communicating to her individually, that his obsessions or worries are unrealistic, or that loss and disaster are part and parcel of the reality of life. All these psychological tasks are an integral part of moving toward enlightenment, which is nothing less than an encounter with the world in its fully radiant realness.
Buddhism is a set of practices conducive to individual and collective enlightenment. Scientific investigation is a subset of such activity, provided that it is conducted within a suitably ethical framework. The clash between Buddhism and science, in so far as it exists at all, is therefore quite different from that between science and theism. Buddhism's objections are simply that many elements of medical science are unethical owing, inter alia, to the Western attitude that non-human life is expendable, for instance. There is no serious clash on metaphysics, nor on the desirability of empirical verification. Buddhism is concerned with body, speech and mind and therefore can be seen as a complete science of human well-being, within which medicine has always had an honourable place. Tibet, which was one of the bastions of Buddhism until the Chinese invasion in the 1950s, was traditionally known as the land of medicine. We should not, therefore, conceptualise Buddhism as dealing with one dimension of life and medicine with another, but rather see medicine as one of a number of practical arts that have a proper place within the Buddhist scheme, and psychological medicine as having a great deal to learn from the investigations that Buddhists have conducted into the nature, habits and functioning of the mind over 2 millennia.
Finally, Culliford develops a distinction between cure and healing. The Buddhist view is that all phenomena depend on conditions and that when conditions change, their dependent phenomena perforce change with them. Diagnosis is therefore not alien to the Buddhist tradition, but the range of conditions that a Buddhist might want to take into account might be wider than those commonly addressed by Western medical science. This wider perspective means that Buddhism approaches Culliford's notion of holism, although perhaps in a slightly different way. In some cases, physical conditions might be critical. In others, psychological ones. Buddhism aims to give individuals the kind of outlook on life (wisdom) that enables them not to be defeated by its vicissitudes, from whatever quarter these may emanate.
I read Culliford's article (2002, this issue) with keen interest. I am pleased to comment on some of the aspects from the traditional view of my Islamic faith. Let me begin with the terminology. In Islam, the term spirituality is inseparable from the awareness of the One, of Allah (God), and a life lived according to His Will. This principle of Oneness (Al-tawheedunity) must be taken into consideration in any study of Islamic spirituality. In the Qur'an, God has manifested that which is within the soul of man. He has 'breathed into man' His own spirit. The word that Muslims use for spirituality is ruhaniyyah. Ruh, which means spirit, is mentioned in the Qur'an; 'The Spirit is from the command of my Lord' (Chapter 17, verse 85).
In my understanding, it is appropriate to say that anyone who reflects God as the vital, determining norm or principle of their life could validly be called spiritual. By and large, every religion, including Islam, deals ultimately with the supreme issue of what may be called our link with the Spirit -the Supreme Being. Islam fosters this desire for a better and higher kind of life -in Qur'anic words, kharun wa abqa, better and eternal. This can be achieved by a conscious effort to make certain available choices. Making a right choice takes man's life on its upward path to God. God stands as the very basis of the Qur'an's entire doctrinal teaching: without God nothing can exist, let alone work or function properly. God constitutes the very integrity of everything that exists, particularly humankind, both individually and socially.
The Qur'an contains three key terms that relate to human conduct and Islamic spirituality, all of which mean to be safe, to be integral and sound. The first is iman, which means faith, but its root means to be at peace, to be safe, or not to be exposed to danger. This means that Islam bestows safety and peace. The second term, Islam, comes from a root that means to be safe, to be whole and integral and not to disintegrate. The idea is that by accepting the law of Islam and surrendering to it, one avoids disintegration. The third fundamental concept is taqwa, which is usually translated as piety or conscious of God, but whose root means to protect from getting lost or wasted and to guard against peril. This applies to the notion that nature obeys God's laws in its entirety and thus preserves itself.
I agree with Culliford that 'many reports give less importance to beliefs and to faith'. However, for Muslims the Qur'an 'is a guide and gives healing to those who believe' (Chapter 41, verse 44). Their religion and the tradition of their faith therefore plays an important and very significant role in satisfying the physical as well as the spiritual needs of human beings. This is confirmed by the research on some patient's relevant factors. I also agree with Culliford that, unfortunately, religious, moral and ethical values have been declining in today's society. Families are falling apart, crime and the divorce rate are increasing sharply, and substance misuse and excessive sexual indulgence are common in adolescents and young adults. These factors lead to conflicts, resentment and the loss of self-respect, loneliness, depression, anxiety and a host of psychological symptoms.
The distinction between healing and cure of the mental state of a patient is important. I believe that psychotherapy is, in reality, a form of education that directs the patient to recognise his or her behaviour and to conform to prevailing standards. It helps in motivating the patient to adopt alternative ways of behaviour. In my opinion, the Islamic principles that are based on the Qur'an and Hadith are the best form of prevention and treatment of emotional disturbances. Muslims, physicians and mental health professionals should incorporate Islamic values and ethics into psychotherapy techniques. In our society, many psychiatrists and psychotherapists discourage the use of any religious concept in treatment of those who are emotionally disordered, but religion may be helpful as it is a system of thought and actions by a group that give the individual a frame of orientation and an object of devotion.
The issues of honesty and trust of professionals are relevant because many patients suffering from emotional disorders have lost the ability to lead responsible lives. For them, therapeutic guidance is necessary in an environment of care, respect, dignity and understanding. The goal of therapy should be not happiness but acceptance of reality and strengthening of coping mechanisms. The outcome is positively influenced by a trustful relationship with a therapist and clarification of problems and conflict. Moral and ethical issues should not be avoided and problems should be clarified so that patients can judge for themselves the quality of their behaviour and their ideals.
Culliford makes an important point about spiritual needs and spiritual care. From the Islamic point of view, one approach to disease management is the use of dua -prayer from the Qur'an (Chapter 17, verse 82) and Hadith (sayings of the Holy Prophet (peace be upon him)). The Qur'an is the best medicine. Dua is medicine. Asking for protection from Allah, isti'adhat, is medicine. A strong faith, iman, and trust in Allah, tawakkul, play a role in the cure of diseases.
The spiritual approach to cure is mediated through physical processes. Psychosomatic processes affect the immune functions and other metabolic functions of the body. A believer who is spiritually calm will have positive psychosomatic experiences and not negative ones, because he or she will be psychologically healthy and at ease. Faith can change the very perception of disease symptoms. Pain is, for example, subjective. A believing person who trusts in Allah may feel less pain from an injury than a non-believer with the same injury.
Physical approaches to disease management include diet, natural agents (chemical, animal and plant products), manufactured chemical agents, surgery (jiraha) and physical treatment (e.g. heat). Physical approaches can reverse disease pathology, mitigate its effects or just stop further progression.
There should be no dichotomy between the spiritual and physical. Both approaches should be used for the same constitution. Each cures the disease using a different pathway. There is no contradiction but there is always synergy. It is a mistake to use one and reject the other.
